The Crisis in Medical Care
In order to obtain some understanding of the public perception of a crisis in medical care and derive some hypotheses about the paradox, it may be useful to review written discussions o f crisis. For some years there has been talk o f a " crisis" in medical or health care. The discussion has taken place in the popular press and the political arena, as well as among academic figures.
Reports o f a crisis o f national magnitude in the health care system can be found in popular magazines and newspapers as early as 1961. For the most part, these early articles described the crisis in terms of m ounting costs o f medical care and/or the prospect o f " socialized medicine" (Life, 1959 ; Tim e, I960; U . S. News and World Report, I9 6 0 , 1962a , 1962b , 1964 .
As pointed out by Bowler et al. (1977) , the " rhetoric o f crisis" is bipartisan. Both Republicans and Democrats, and the more conserv ative and liberal sectors among them, have used the term to describe similar phenomena. Among writers whose work is addressed mostly to an academic audience, those who have chosen the health care "crisis" as their subject may be characterized as including the more " radical" as well as "mainstream" thinkers. Combining all this literature, one finds that the crisis has been characterized in a number of ways, but chiefly from a financial point of view.
In 1969 President Nixon held a press conference in which he referred to a W hite House study that described a " massive crisis" in medical care. The report focused on a "crippling inflation" in the field that was reducing the purchasing power o f consumers (Falkson, 1980) .
In 1971 Senator Edward Kennedy chaired a subcommittee on the topic, "The Health Care Crisis in A m erica," during which he heard accounts, later published in a book, o f problems people had suffered seeking medical care. The majority o f these problems dealt with financial issues. For instance, " Sickness and Bankruptcy," " W hat Price Good H ealth ," " N o Money, N o Medical Care" are titles o f some of the chapters in Kennedy's book, each recounting the story o f one or more witnesses before the committee (Kennedy, 1972) .
The financial crisis is also seen as a problem o f costs to the system as a whole (Terris, 1973) . Thus Fuchs (1974) and Carlson (1975) among others do not see a national health insurance program as a solution to the crisis because it is apt to lead to greater inflation in medical care, requiring higher and higher government outlays, and robbing the public of funds that m ight be spent in other ways.
Availability of care and access in a broad sense have also been cited as major problems of crisis (Strickland, 1972 ). Kennedy's examples include problems of finding a doctor in communities where there is none and of obtaining care conveniently especially at odd hours (Ken nedy, 1972:103-124 ). Silver names "access" as the health care delivery problem that "should have the greatest emphasis in our consideration" (Silver, 1976:296) .
The crisis is also described in terms of obtaining quality care (Strick land, 1972; Baum gartner, 1971) . Some of Kennedy's examples are drawn from cases in which people who could readily afford any quality of care received treatment that was poor relative to accepted medical standards (Kennedy, 1972:152-176) . Often this crisis in quality is described as an absence of caring on the part of practitioners (Sidel and Sidel, 1977:89-98) . More commonly, the fact that the infant mortality rate is higher and life expectancy is lower in the United States than in other advanced nations, and the great discrepancy between these figures for the affluent and poorer groups, is used to document the poor quality of services people are receiving (Sidel and Sidel, 1977; Sm ith, 1972; Arm strong, 1971) .
The crisis is curiously described as well as the result of medicine's success. The illnesses that medicine can treat successfully are now largely brought under control. This leaves us with an increasing incidence of noncurable conditions, many of which are self-induced (Ramey, 1974) . However, this may be viewed as a failure of the medical system to concentrate on preventive care and rehabilitation. It may also be seen as a failure o f the larger system to encourage appropriate health practices in the population (Sidel and Sidel, 1977:44-52) .
Again the crisis is elaborated in terms of problems in the way the medical system is organized. This goes beyond payment systems to issues of fragmented care and the fact that most doctors' offices are organized as small businesses (Kennedy, 1972) . Ultim ately, the Nixon administration supported a proposal that keyed the crisis to this factor. The legislation that supported Health Maintenance Organization de velopment was based on the argument that the existing organization of physicians' practices provided incentives that led to rapid inflation in the health care field (Falkson, 1980) .
More recently "m alpractice" has been identified as an important element o f the crisis (M ilke, 1976; Lander, 1976; Allen, 1976) .
Although suits brought against physicians were apparently increasing in number even in the 1950s, this phenomenon was not recognized as a critical issue until the mid^1970s when doctors in several states went on strike in disputes over medical malpractice insurance (Somers, 1977) .
The most radical presentations of the crisis m ight be best charac terized as " system ic/' They cited problems in the delivery of medical services that run deeper into the existing social system than those described above. Navarro (1973:231) sees the crisis in medical care as one aspect of a crisis throughout a system which is organized on a capitalistic basis and dominated by providers o f care. This domi nation is partly achieved through the " mystification o f the individual patient and fam ily'' (Sidel and Sidel, 1977:81) . Illich (1975) derives the crisis from the " iatrogenic" effects of medical care. However, he uses this term in several ways. It is not limited to side effects from medical or surgical care. The tendency for many social problems to be defined as medical-e .g ., marital problems, poor housing, emo tional problems-is a particular kind of iatrogenic effect to Illich. This has led to an excessive dependency of the population on the medical system, and the belief that medical care m ust be sought to deal with every kind of problem. Moreover, the iatrogenesis is " struc tural." Illich sees the medical system as robbing people of all ability to cope with their problems in an autonomous way. Crane and Legeay (1979) describe two levels of this radical definition o f the crisis. On one level they see criticism of medicine's creation of dependency in the population. On another level medicine has created a crisis by causing the world to believe that medical care can lead to health. Fuchs (1974) and Carlson (1975) exemplify writers who have described the crisis in this latter way as well.
To summarize, the essence of the medical care crisis has been described in various ways in the popular and academic literature. However, the most common expression, particularly in the popular press, has been in terms of financial problems to the system as a whole and especially to individual consumers of services.
Satisfaction with Health Care
The research literature on patient satisfaction also suggests hypotheses about the differences between the "paradoxical" and "consistent" group. Although surveys of patient satisfaction with medical care have been identified as early as the 1950s (J. B . K night C o., 1955) , they were relatively rare until the early 1970s. Since then there has been a proliferation of such studies. This interest in client evaluations of care has accompanied the more general consumer movement. The studies have been o f two types: efforts to identify the correlates of consumer satisfaction, and approaches to evaluating health care fa cilities and services. One overriding finding in these studies is that all major subgroups of the population, defined by ethnicity, age, residence, region, and similar variables, report generally high levels of satisfaction with care except in those instances where the measures used are devised expressly to yield a normal distribution of responses from the population (Strickland, 1972; Aday and Andersen, 1975; Aday et al., 1980) .
There are, however, some important distinctions that can be made in the ways people respond to questions to tap their satisfaction with care. First o f all, responses to questions about patient satisfaction with medical care tend to cluster on several dimensions. There is good evidence to indicate that one of these is the cost of care. Sometimes convenience (getting an appointment easily, not waiting too long in the doctor's office, etc.) is a part of this dimension, and sometimes it appears to be evaluated separately. Personal qualities of the physician or other providers (courtesy, consideration, and interest in the patient) are clearly a second dimension. Quality of care is apt to be perceived similarly to the personal characteristics of physicians, although this is not always the case (H ulka et al., 1971; Ware and Snyder, 1975; Aday and Andersen, 1975; Flem ing, 1980) . Second, although the majority are satisfied with all aspects of their care, a higher proportion are more critical of such aspects as the cost of care than they are with personal characteristics of the physicians and the quality of care received (J. B . K night C o., 1955; Aday and An dersen, 1975; Aday et al., 1980) . Some reports (Aday and Andersen, 1975; Aday et al., 1980) indicate that most people are also less satisfied with the convenience of care. In addition, Ware and Snyder (1975) have shown that, although the profile of responses along various dimensions of satisfaction remains the same for individuals, there is a very strong tendency for all to rate an item referencing their own care somewhat higher than the same item when keyed to medical care in general. K n ight (1955) found that individuals often report changing physicians due to dissatisfaction and that they are satisfied with their present physician in most cases. This suggests that people tend to move from less satisfactory to more satisfactory care arrangements. General as opposed to personal dissatisfaction would thus arise from an individual's prior experience with unsatisfactory care.
There is also evidence o f a tendency among some people to agree with statements o f opinion which are presented to them in surveys regardless of content. Ware has documented the existence o f such an " acquiescent response set" among a significant minority o f the re spondents in three field tests, using an instrument to detect this pattern (W are, 1978) .
Finally, people will often evaluate highly even those aspects of their care for which they report what would appear objectively to be bur densome experiences. For instance, even among those people who traveled over an hour for a recent medical visit, 65 percent expressed a high level o f satisfaction with that amount o f time to arrive at the doctor's office. Am ong those waiting thirty minutes to an hour to see a doctor, 41 percent expressed a high level o f satisfaction with that office waiting time. And o f the group who paid $25 or more for an office visit in 1975, 43 percent were highly satisfied with that cost for the visit (Robert W ood Johnson Foundation, 1978) .
Purpose of This Study
N o one has tried to explain how a large portion o f the public can believe in general that there is a crisis in medical care while expressing overall satisfaction with their care. The approach o f this paper is to look at the group that holds both opinions simultaneously, the "par adoxical gro u p ," in comparison with two others: individuals who are satisfied with care but do not believe there is a crisis, and those who believe there is a crisis and who also are dissatisfied. Both o f these latter groups hold opinions that seem more consistent. There is a fourth relatively small group of individuals, also paradoxical, that is not satisfied with its medical care but that does not believe there is a crisis. Although results for this group are presented along with the rest, because it is a relatively insignificant (if curious) group, it is not included in the hypotheses formulated below. Figure 1 delineates the four groups in question.
After describing the data for this analysis, we will present a table showing the percent o f the population who apparently comprise each group. This is followed by the series of hypotheses on why these groups may differ (and what the crisis really means to them) based on the literature reviewed above and expectations that flow from the research carried out to date. Finally, the hypotheses will be tested singly and then as a group to see which may enlighten us about the meaning of the " crisis" in medical care to the U .S. population.
The Data
The data are from a national survey o f access to medical care carried out by the Center for Health Administration Studies (CHAS) and the National Opinion Research Center (N O RC ) o f the University of Chi cago in 1975 and 1976. The study includes interviews with one adult and one child (interviewed by proxy) chosen at random from a prob ability sample o f households drawn from the noninstitutionalized population o f the U nited States (see Aday et al., 1980 , for additional detail on the sample). The 5,432 adults in the sample were asked to respond to a health-opinions questionnaire which included the health crisis item and a series of 43 satisfaction statements (Ware and Snyder, 1975; W are, 1976) . The 5,047 individuals who responded both to the crisis item and to an item measuring general satisfaction with one's own care were selected for the analysis. In some o f the analyses below the actual number of cases involved in a comparison varies somewhat from this number due to the universe of respondents eligible to respond to a specific question. For instance, in comparisons involving the respondent's most recent medical visit, only 3,630 individuals are included. Only 2 ,379 individuals are included in some comparisons involving satisfaction with cost of the most recent visit. Although a small percent of cases in each analysis are missing due to item nonresponse (usually around 5 percent), the number of cases varies principally due to the fact that certain questions are applicable only for a subset of the population. Cases are differently weighted according to probability of inclusion in the sample to represent all noninstitutionalized adults (persons 17 or over) in the United States.
Variables used in the analyses include the health crisis item, a series of forty-three satisfaction statements, questions on the respondent's most recent medical visit, information concerning the number of visits of respondents to doctors and hospitals during the previous year, and the education level of the respondent. A detailed description of these items and the C H A S-N O R C 1976 questionnaire can be found in Aday et al. (1980) .
The crisis item and the first of the satisfaction statements were of particular interest. Respondents were asked whether they "strongly agree," " agree," were " uncertain," " disagree," or " strongly disagree" with the statement, " there is a crisis in health care today in the United States." In the same response format they were asked the extent to which they agreed with the statement, "I 'm very satisfied with the medical care I receive."
Responses to these items were collapsed into two groups: those who agreed and those who were uncertain or disagreed. The responses of those who were uncertain (26 percent on the crisis question and 9 percent on the satisfaction question) were combined with those who disagreed for theoretical reasons. We were really interested in the paradoxical group in comparison with those who did not clearly sup port conflicting statements, and the uncertain group is ambiguous in this regard. Moreover, we did carry out some tests om itting the uncertain group, and these tests led to the same final conclusions.
As illustrated in Table 1 , when the dichotomous responses were cross-classified and weighted-cell proportions computed, 48 percent of the respondents reported both that they were satisfied, and that there was a crisis. This group is referred to below as the "paradoxical" group, and is the subject of this study. In comparison, 34 percent were satisfied and believed there was no crisis, and only 13 percent were dissatisfied and believed there was a crisis. Finally, only 5 percent were dissatisfied but believed there was no crisis or were uncertain on both items.
Hypotheses
The above review of the literature suggests some ways of explaining the paradox. All of the following hypotheses compare the "paradoxical" group with the other two relatively large groups, the " consistent" groups.
Hypothesis 1: The paradoxical group rates its own medical care higher, compared to its rating of the p u b lics care, than do the consistent groups.
The satisfaction item was phrased with a personal referent-" I'm very satisfied . . . " Perhaps those who agreed that there was a crisis were personally satisfied but believed that care, in general, for most of the population was not as good as their own. As pointed out above, individuals express greater satisfaction on personally worded items than on general statements. Accordingly, it was possible to divide the remaining 42 satisfaction items o f the series into 11 personally worded (referent in the first person) items and 31 general (referent in the second or third person) items. An example of a personally worded item is " If I have a medical question I can reach someone for help without any problem ," and an example o f a generally worded item is " In an emergency it's very hard to get medical care quickly."
The item scores were then corrected for polarity of wording (some were worded such that agreement indicated endorsement of the system and others such that agreement showed criticism of the system) and a mean personal and mean general dissatisfaction score were computed over the ite m s.*
The hypothesis suggests that, when the personal dissatisfaction score is subtracted from the general dissatisfaction score, those who said they were satisfied with their care and that there was a crisis will show a greater mean difference than will those with less paradoxical responses.
Hypothesis 2: The paradoxical group rates the humane aspects of medical care higher compared to other aspects o f care than do the consistent groups. " Other as pects" include financing, availability, and con venience.
As pointed out above, people evaluate health care along certain consistent dimensions. General satisfaction seems to be more related to provider (physician) characteristics than to satisfaction with cost and convenience (Andersen et al., 1979) . Also, the media has attached the term crisis to issues of cost, access, and availability more often than to the personal characteristics of physicians. It was thus expected that individuals in the paradoxical cell would show a greater dis crepancy between their level of satisfaction with, on the one hand, financial, availability, and convenience aspects of care and, on the 'Where this series of 42 items is combined, if an individual responded to more than 20 of them, a missing response was counted as a neutral response. If more than 20 were not answered, the case was not included in analysis.
other, their physicians' personal characteristics than would those in the two comparison groups.
The 43 satisfaction statements used in the analysis are composed of groups of items measuring various dimensions (Aday et al., 1980; Ware and Snyder, 1975; Ware et al., 1976) . Thus three difference scores were computed by subtracting the humaneness subscale score from the financial, availability, and access subscales in turn.
Examples of items from these four scales are as follows: from the humaneness subscale-''Doctors always treat their patients with re spect" ; from the financial subscale-"The amount charged for medical care services is reasonable" ; from the availability subscale-"There is a big shortage of family doctors around here" ; and, from the con venience subscale-" It's hard to get an appointment for medical care right away." There are eight items on the humaneness scale, six on the financial scale, five on the availability scale, and eight on the convenience scale.
A separate but parallel set of measures for this hypothesis was devised from a series of satisfaction items relating to the most recent medical visit. U sing these as well, difference scores were computed by subtracting the mean of a series of items indicating dissatisfaction with physician characteristics from dissatisfaction ratings for cost and waiting time for the most recent visit.
Using all of these pairs of measures from both the 43 item scales and the recent medical visit, it was hypothesized that those in the paradoxical cell would show a greater mean difference than would those in the nonparadoxical cells.
Hypothesis 3: The paradoxical group is more apt to have yea sayers than are the consistent groups.
Both the crisis item and the satisfaction measure were worded such that agreement with them would place the individual in the para doxical cell. If some individuals tend to respond in agreement with all items due to an acquiescent (" yea-saying" ) response style, they could cause the paradoxical group to be especially large. U sing W are's (1978) method of matched pairs and four pairs of items in the 43-item satisfaction questionnaire that were repeated twice, once with positive and once with negative wording, it was possible to assign a "yea-saying" score to each individual by counting the number of pairs for which the individual responded in agreement. Those who gave such a " yea-saying" response at least once were considered "yeasayers" for purposes of computing percentages. It was hypothesized that a relatively larger percentage of " yea-sayers" would appear in the paradoxical cell.
Hypothesis 4: The paradoxical group is more incongruent in eval uating its medical care experiences than are the consistent groups.
As pointed out above, a large percentage o f those who have ap parently unfavorable experiences seem to still evaluate them highly. The paradoxical individuals may be of this group. They may be manifesting a general denial mechanism, feel under social pressure to be approving, or believe in the legitimacy of their own care re gardless of the objective experiences they perceive (Fleming, 1977) .
In order to test this hypothesis a congruence scale was constructed using seven experience-attitude pairs of items from the recent medical visit portion of the survey. The experience items included reported waiting time for an appointment, travel time, office waiting time, time spent with the doctor, travel cost, cost for the visit, and rating of amount of information given by the doctor. A parallel satisfaction item was paired with each objective report. Median splits on the experience items were used to determine if the individual measured high or low on the characteristics o f care received. If an individual reported " completely satisfied" or " mostly satisfied" for a satisfaction item in a pair and it was determined that that persons corresponding time or money spent was excessive (greater than the median) or the amount o f time or information given by the doctor was relatively small (less than the median), one point was added to the persons " congruence" score. Conversely, if respondents indicated less satis faction than their experience warranted, one was subtracted from the score. After sum m ing over the pairs of items, the score was divided by the number of pairs without m issing data to compute a mean congruence score. A positive score on this measure indicates that the individual tended to be more satisfied than the experience warranted and a negative score indicates a tendency to be less satisfied than objectively justified. A zero score indicates a " congruent" response pattern, with a level of satisfaction appropriate to the objective experience.
It was expected that individuals in the paradoxical cell would tend to have a higher positive score on this measure than would those in the other two cells in question.
Hypothesis 5: The paradoxical group uses less medical care than do the consistent groups.
Individuals who have had very little personal contact with the health care system m ight base their evaluations on what they read in the popular press rather than on more objective information. As indicated above, there has been a proliferation of articles in popular magazines and newspapers pronouncing a crisis of national magnitude in the health care system, dating all of the way back to the early 1960s. Individuals without much personal contact in the system m ight be expected to develop a belief in a health care crisis from reading these articles even if they have no grounds for being dissatisfied. This would result in their appearing paradoxical.
Specifically, it was expected that individuals in the paradoxical cell would have had fewer visits to the doctor during the past year and a smaller percentage would have been hospitalized.
Hypothesis 6: The paradoxical group is more likely to have in termediate levels of education than the consistent groups.
The same rationale as hypothesis 5 suggests that individuals of an intermediate educational level would be more likely to embrace opin ions based on articles in the popular media. It was expected that people with less education would be less likely to read and absorb ideas from the popular press and people with a college education would be influenced by more in-depth analysis of the health care system and reflection on their own experiences. Therefore we antic ipated that a relatively greater percentage of individuals with a high school diplom a but no college education would appear in the para doxical cell than would individuals with either more or less education.
Statistical Methods
In order to determine what respondent characteristics distinguished those individuals who were both satisfied and believed there to be a crisis from the other groups of interest in Table 1 , cell means for continuous variables indicated by the hypotheses and cell proportions for qualitative variables were estimated. Comparisons were made be tween the paradoxical group and, on the one hand, those who believed that there was a crisis but were not satisfied and, on the other, those who were satisfied and did not believe that there was a crisis (the two "consistent" groups). In all comparisons two-tailed z tests were used to compare cell means or cell proportions (Blalock, 1972) . The z statistics were adjusted as described in Aday et al. (1980) by dividing by the square root of the sampling design effect.
Results
Although 48 percent simultaneously agree that there is a crisis and yet are personally satisfied, this percentage is not larger than would be expected given the percentage of the total who are satisfied and the percentage who believe that there is a crisis. The tests o f the six hypotheses support the position that these individuals in fact dis criminate between their own health care, with which they are generally satisfied, and health care in the nation as a whole, which they see as a crisis situation. Results for the specific hypotheses are as follows: 1 2 1) The cell entries in Table 2 represent the average scores given for the items representing satisfaction with medical care in general minus averages for the respondents' personal health care experiences. It is clear that those who believe that there is a crisis and yet appear satisfied with their own care are relatively more dissatisfied with general aspects of care than their own personal health care (p < .0001) compared to the other two groups of interest.
2) Table 3 displays the test of hypothesis 2 that higher levels of dissatisfaction with factors of cost, convenience, and availability, in comparison to provider characteristics, would be indicative of mem bership in the paradoxical cell. The first results listed are based on the 43 satisfaction statements while the last two are based on recent medical visit items.
The differences between the paradoxical cell and the other cells are most pronounced for tests based on subscales from the 43 statements. These statements are presented in a context o f evaluation o f care received over the entire past year whereas the recent medical visit items refer to a specific visit to the doctor. The more general the context, the more clearly the hypothesis is supported. In contrast to dissatisfaction with the humaneness of their personal physician, the paradoxical individuals are particularly dissatisfied with the cost of care and with the availability of care, compared to the respondents in the two comparison groups (p < .0001). They are also somewhat more dissatisfied with convenience aspects of care than with humaneness.
These findings are corroborated by measures of satisfaction with waiting time versus satisfaction with provider characteristics from the data on the most recent medical visit. They are not confirmed in the findings using satisfaction with cost of the most recent medical visit and satisfaction with provider characteristics.
3) Table 4 displays results for hypothesis 3. As measured by re sponses on the four matched pairs of satisfaction items, 15.5 percent of those in the paradoxical cell showed an acquiescent response pattern on at least one pair of items while of those who said that there was a crisis and were not satisfied, 11.9 percent acquiesced, and 13.0 percent of those who were satisfied and said that there was no crisis Agree Uncertain or Disagree
. 53 .34 . 42 .25 i Table for average scores on each of the scales used to create these difference scores. acquiesced. These differences were marginally significant. The present results indicate that although acquiescence ("yea-saying" ) may partially explain membership in the paradoxical cell it was not a powerful explanation.
4) Table 5 indicates that hypothesis 4 was not confirmed. On the one hand, as anticipated, the paradoxical group is less congruent in evaluating their care than people who believed there is a crisis and are not satisfied with their medical care (p < .0001). However, our expectation that the paradoxical group would be less congruent than those not believing there is a crisis but satisfied with their medical care was not confirmed.
5) It was also hypothesized that individuals in the paradoxical cell were likely to have had relatively less contact with the health care system. Table 6 shows that this was not the case. In fact, a greater percentage of individuals in the paradoxical cell than in the other groups had been hospitalized during the survey year. Further, they appear to have a higher mean number of visits than one of the consistent groups. None of the differences found were significant. 6) Table 7 indicates that there was not a greater percentage of individuals with just a high school diploma in the paradoxical cell. O g g.
On V C -g educational levels including a substantial number who had at least some college education. In addition to the above comparisons a discriminant analysis was carried out to see if a combination of the measures that distinguished the paradoxical group m ight together explain a substantial portion of the variance between this group and the others. Initially the dif ference between general and personal dissatisfaction and the difference between satisfaction with access, availability, and the financial aspects of care versus humaneness of the doctor were entered as predictors. The access difference measure did not provide a significant independent contribution to prediction of membership in the paradoxical cell and was therefore eliminated.
The variables testing the hypotheses using questions addressing the most recent medical visit were not included here because they pertain to a subset of the population only and inclusion of them would create methodological problems. In addition, they did not yield as powerful predictors of the paradoxical cell as did the general satisfaction items. The measurement of " yea-saying" was omitted because it did not contribute significantly to the discriminant function once the other variables were entered.
The standardized discriminant-function coefficients for the variables finally retained in the discriminant analysis were: 0 .7 1 9 for the general versus personal dissatisfaction measure, 0 .4 7 8 for the financial versus humaneness difference, and 0 .2 7 7 for the availability difference. These coefficients indicate the relative importance o f each o f the three mea sures in predicting membership in the paradoxical cell. The canonical correlation was .2 3 , suggesting that about 5 percent (the correlation squared) o f the variance in the classification variables was accounted for by group membership. Table 8 shows how successful we are at predicting group mem bership using this function. The unstandardized discriminant function appears as a footnote to Table 8 . Sixty percent of all cases were correctly classified. This is an improvement o f 8 percent over the 52 percent that would have been correctly classified if all individuals were classified according to prior probabilities and therefore classified as nonparadoxical. These results suggest our explanations for the paradox tell part o f the story but much o f the paradox remains unexplained.
Summary and Implications
This paper has investigated a perplexing result that has been con sistently revealed in national survey data. Although many people express high levels of satisfaction with their medical care, they also believe there is a crisis in medical care in the U .S. Six hypotheses were presented above describing characteristics that m ight distinguish people who held both these beliefs from persons who held more apparently consistent beliefs.
O f the possible explanations for this phenomenon, the most im portant one is the tendency for the group with the paradoxical views to see care in general as inferior to their own. Although all groups believe their care is better than care in general, this tendency is considerably greater for the paradoxical group. This likelihood that people will give the "paradoxical" response is increased if evaluations o f the costs o f care are considerably more negative than their evaluation o f the interpersonal qualities o f physicians and if their satisfaction with the availability o f services is considerably less than their assess ment of the interpersonal qualities o f physicians.
This analysis also identified certain attributes that were not pre dictive of the " paradoxical grou p." They had only a slightly greater tendency to be " yea-sayers." They were not less congruent in eval uating recent medical visits. They were certainly not less frequent utilizers o f the system as hypothesized, nor distinguished from others by their educational level.
W hile the discriminant function analysis shows that we have sig nificantly increased our understanding of the paradoxical group, much of the paradox remains. This means that the mystery of this com bination o f responses is not resolved here, and m ight be an interesting area for further research. For instance, as we have documented above, a vast popular literature exists on the crisis in medical care. It is still unclear whether or not those who say there is such a crisis have been more exposed to this literature than the others, and to which sources. It would be o f interest to know more directly what they perceive as the content o f this crisis.
From a policy point of view, this analysis belongs to a tradition of social science research, and indeed of political thought, that turns to the consumer for evaluation of the system and for the meaning of such terms as " crisis." Policy makers m ight note that problems of costs and availability o f care are more indicative o f the crisis to the public than is the personal behavior o f the doctor (e .g ., problems in the doctor-patient relationship). However, dissatisfaction with service is lim ited to a minority o f the population. Most people who support the crisis statement apparently see other peoples' care as generally worse than their own. This is by definition an incorrect assessment since we are dealing with a national sample. Consequently, one im plication o f this analysis is that the public needs to be better informed about the health care experiences o f the majority o f others. If they were, we m ight either find a smaller percentage agreeing that there is a crisis or a clearer pinpointing o f the crisis to financial, availability, or other factors. This scale has slightly different values in the computations with satisfaction with cost, since cases where people paid no charges out of pocket were excluded from the satisfaction with cost variable and therefore were also excluded on satisfaction with MD characteristics for those difference scores.
